Ty

B.—~In cdse of mworé than vne ‘child at birth,

1

A=
2
w

- ]
a
23
=1
w0
3
=
Ry
-]
2
L+
[~}
-1}
+3
2
=
<
<]
-
-
=
w—
=
E=]
-4
=
I
w
=]
a
>
a—
=
2
=

g
-l
-]
a8
=
v
=
2
-]
)
]
o
i
A
B
=
a3
=
T
L
a
p
-3
]
bo
&
o
I
o
o
o
=
2
o3
[+
=]
=
=
O
-
B
=
g
t
(=]

i v s
oach,

ot

ae 1

B SEPARATE REIJRU KN wist 58 na
the number of each, in order of birth, stated. This certi

N

¥

PR

PLACE OF BIRTH

County of -_2:\/[4,4&—

i w7 !/x

ARIZONA STATE BOARD OF HEALTH,

BUREAU OF VITAL STATISTICS

State Index No. 2-.5%

Co. Registrar's No..\f-.z-:! o

District of - o oo S ORriGINAL CERTIFICATE OF BIRTH
Town of -mm-_--_ — Local Registrar's No.__.__.
or
Cit'y Of ________________________________________ “Yard)
ke
FULL NAME OF CHILD . { Born % ¥Es
1f child is not named, make Supplemdéptal Report on blank obtainable from loeal registrar. 1 Alive NO

Ty,

Number aos Date of ‘ ] ’
Sex of Triplet % and linorder Leg‘f;' Birth wd ..... D= . 1544 |
Child or other ] ‘ of birth mate? Month Day Yr.,
Full FATHER Full ¢ MOTHER '
Name ) Maiden q? Q )
Name i
Residence . . Residence . T K _ .
WW ' OMl [ mw A [ .
Color . Age at last ) Color i Age glt, last A
or Race Birmday____ﬂ“L_ or Race Birthday ab
M Years : . Years
Birthplace N . Birthplace T -
‘\o«,Q;\A. o, W{'\"W 5 ] \ M_/Qava_ (5N W\(A/M)
O ti ccupaiion N
cooation. Lo Boren | dloiis.niz
[

Namber of child of this Nether ' i Nuamber of

|

ﬁillru.ol’lhis-'thr,mliﬁq,_.&_ l Were precautions taken against Ophithaimia nconaterum?. b&_

—

CERTIFICATE OF ATTENDING PHYSICIAN OR MIDWIFE*

I hereby certify that I attended the birth of the above child; and that it oceurred on

*When there is no attending physi-
cian er midwife. then the householder

should make this return.

Given or Christian name added from a

supplemental report____ ________._._ 191

O/ -ro20~ 15T

COUNTY REGISTRAR,

Signat-ure-.d.;_m_.__ﬂﬂff;.\’\)_

Attending physician, midwife, householder.®

True Copy ~ 3} }2;3 ' , |
Filed[j..‘:_z.;_lgj{ff_m o .\.@.j.{._ == 30 O gan

U

30 -
(0. 20, 1op, w] B, -

mao. .

COUNTY EGIS'I;RAR.




